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Cigna Dental Medicare Advantage Allowance Network: Network Participation Form

Please indicate below if you wish to Opt-In or Opt-Out by checking the applicable box below.

[ ] Iwould like to opt-in to the Cigna Allowance Medicare Advantage Network.

[] Iwould like to opt-out of the Cigna Allowance Medicare Advantage Network.

Dentist Name:

Taxpayer Identification Number:

Dental Office Name:

Address:

City: State: Zip:
Dental Office Phone Number: ( ) Date:
Dentist Signature:

Please email or fax this form to:

Email: DentalMMNetwork@Cigna.com
Fax: 860.507.8618

All Cigna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group including Cigna Health and Life
Insurance Company (CHLIC), Connecticut General Life Insurance Company (CGLIC), and Cigna Dental Health, Inc., and its subsidiaries.
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